only live once-it is the larger truth. For what if a going concern should have been scrapped in place of a crooked doctrine.
Let me leave it there. I dreamed that as I walked along in the evening of my day there passed a band of my distinguished confreres on their way by new and dangerous methods of locomotion to visit the Garden of Eden, and as they arrived at the entrance of that enchanted land there occurred a temporary hitch-a portal or intestinal stasis, in fact, within, and as I gazed I saw that it was occasioned by a body of attenuated and diaphanous creatures, evidently of the colectomied ones sent there to convalesce. But as my friends severally entered in, I heard this question addressed to them, in tones more lugubrious than might have been anticipated: "We have arrived here safely! But now what are we to do, for we cannot take fruit ?" Which thing is an allegory.
Mr. W. LANG: In the admirable contribution which Mr. Lawford has nmade to this discussion he names me as one of the first to recognize the connexion between pyorrhcea and inflamnmation of tbe iris and ciliary body. This observation was made many years ago, and although I have never written on the subject, I have for the last ten years been teaching, both at Moorfields and at the Middlesex Hospital, that a chronic source of sepsis could cause an inflammation in any part of the eye.
My attention was first drawn to the subject of oral sepsis as a factor in the causation of eye diseases by an original observation made by my friend and colleague Mr. William Hern, who told me he had found -pyorrhcea in every case of acne rosacea, and noticed that the eruption improved or disappeared after the mouth was treated. At that time a -patient with acne rosacea was under my care for attacks of keratitis, -which had recurred, at intervals, in spite of local and general medication, -but after treating the pyorrhcea the keratitis ceased to return. From this time onwards I examined the gums in all the cases of inflam--matory affections where the ordinary accepted causes of the disease were absent, and thus gradually I came to recognize that pyorrhcea caused inflammation in every part of the eye. After a time, in cases where all the other recognized causes were absent and the mouth was clean, I began to look elsewhere for the source of sepsis. In this way I gradually extended my searches until I recognized that the source of sepsis might be in any of the mucous membranes, in a chronic sore on the skin or in a sinus opening pn the skin or on a mucous surface.
Although in common with other observers I failed, after much investigation, to discover the nature of the poison, nevertheless, after watching the effects produced by removing the suspected source of sepsis I was convinced that the diagnosis was correct; for as soon as the source of sepsis is removed the inflammation begins to subside, the rheumatic pains in various parts cease, a feeling of well-being takes place, and in recent cases of central choroiditis the lost vision quickly returns.
In hospital practice, where clean mouths are the exception, one sees every day many cases of inflammation of the eye due to oral sepsis. In order to find out what proportion of the cases of inflammation of the eyeball occurring in private practice were due to sepsis, I have had a table made from the notes of my last 10,000 patients. In it is included every case of inflammation, with the exception of those limited to the conjunctiva, where a cause for the disease had been found. The results shown in these tables were unexpected, especially as the cases due to sepsis must have been underestimated in the earlier years, because no search was made in many of the parts of the body which now would be investigated. For example, in the absence of bladder symptoms the urine, when it appeared to be normal to the eye and to the smell, was not examined for micro-organisms, though it might have containeed many thousands to the cubic centimetre and have been the cause of the eye affection. Owing to this increase of knowledge the number of cases in which the source remained undiscovered has decreased, until it is now half what it was at first and forms 1P2 per cent of last year's patients.
On comparing the number of cases in Table I and II, the importance of sepsis in the causation of eye diseases is obvious, since 215 are attributed to it alone, and only 168 to all the other recognized causes. Of the 215 toxic cases 180, if the three tonsil cases are included, are due to alimentary toxemia, and 139 are credited to pyorrhoea alone, hence the importance of oral hygiene. Cases due to gonococcus have been included in this table, because when these patients come to the ophthalmic surgeon they are suffering from iritis and cyclitis, due generally to an infection of the prostate, the remains of an uncured urethritis, which must be dealt with by massage and vaccines if a permanent cure is -to be effected. The remaining causes are very important, although they form such a small minority, since they indicate the sources that must be investigated if an obscure case is to be elucidated. As an example I will instance that of an unmarried lady who consulted me in 1890 for an error of refraction, and came again in Lang: Discussion on Alimentary Toxaemia 1905-06, first with patches of choroiditis, and later with an irido-cyclitis; she was anaemic, and the deftist said she had spongy gums due to tartar, which he removed; still the eye did not recover. But when in October, 1906, Sir John Bland-Sutton removed a mucous polypus from the neck of the uterus, and thereby relieved dysmenorrhoea of some years' standing, the eye quickly got well and has not relapsed.
Tables IA and IIA will be of interest chiefly to the ophthalmic surgeon. They record the number of different parts affected; in many patients the disease attacked more than one part. In the septic group, Table IA , it will be noticed that the uveal tract is the part chiefly involved, hence the greater number of secondary cataracts; whereas in Table IIA the sclerotic and cornea, the retina and optic nerve are more frequently affected.
Though it would appear to be obvious, after seeing these tables, that sepsis from pyorrhcea is an important agent in causing inflammation of the eye, nevertheless this view is not yet universally accepted. It seems incomnprehensible that a surgeon, whose single -aim is to avoid sepsis in his operations, can think it a matter of no importance that a person should have a chronic source of sepsis in any part of his body. The usual objection made is that one sees very bad cases of pyorrhoea in people who say that they are enjoying the best of health and who do not complain. These objectors seem to ,forget that Nature begins to raise a protecting barrier the very moment -that the tissues are irritated by bacterial toxins or are invaded by the 'bacteria themselves. If the invasion is slow enough, as is the case in -pyorrhoea, the barrier is efficient and the individual does not appear to suffer; whereas when the micro-organisms are introduced direct in' o -the circulation there is no time for an efficient barrier to be raised. As long as the patient is in fair health the barrier is capable of doing its work; but this barrier may give way directly the general resistance of the tissues is lowered under the strain produced by some other illness -or by traumatism, either surgical or accidental. Then the organisms, or -an excess of their toxins, will be able to pass through the defending barrier, and some tissue in the body may become the seat of disease. 'The enormous number of cases of pyorrhoea that one sees, and the -comparatively small number of diseases resulting therefrom, shows how very efficient is Nature's barrier. These people with bad pyorrhoea say, -and presumably believe, that they are in the best of health. They are of course living, without knowing it, over a hidden drain which is -constantly emitting poison, in such an insidious manner that they are -unaware they could possibly feel in better health. When the drain is removed they are astonished at their increased vigour and feeling of rejuvenation.
Although marked and long-standing cases of pyorrhcca are easily recognized and would be condemned as inimical to health by most -surgeons, I would like to draw the attention of my colleagues to the importance of recognizing even mild cases of the disease, as they also can cause central choroiditis. Quite recently an ophthalmic surgeon who recognizes that pyorrhoea does cause central choroiditis sent me such -a case for my opinion as to the cause. The patient, a youth aged 18, had been reported upon by a dentist, who said nothing about pyorrhoea; the edges of the gums were only just pink, but there were pockets between the molars. Some ophthalmic surgeons examine their own cases for pyorrhoea, but as this is not universal, though it is useful to be able to do so, and at times is necessary, when the patient lives in the country, I have asked my son to take some coloured photographs to demonstrate the method that can be employed by surgeons who do not practise as dentists. It will be noticed that an ordinary 2-mm. platinum loop is in contact with the edge of the gum and cannot be buried out of sight in a healthy mouth, whereas in the case of pyorrhoea the loop has. sunk into a pocket out of sight; a second loop is being held on the edge of the tooth above the first to show its size.
Until the medical profession at large recognize the importance of pyorrhoea and the gravity of leaving it untreated, one cannot reasonably expect the dental branch of the profession to do so either, especially as they are being taught to treat the mouth in a way that makes it impossible to avoid creating sepsis, by putting on crowns, and building bars and bridges that cannot be kept clean. Until this policy is reversed and everything is done to enable the mouth to be kept aseptic, the loss of sight, and even total blindness, due to pyorrhoea will continue to occur.
Our greatest hope of reform in the treatment of the mouth lies in imitating the Zulus and some other savages who rinse out their mouthsand brush their teeth, with a frayed-out pencil of a special kind of wood, at the end of every meal. The condition of the mouths and teeth of these savages is the ideal for civilized communities; whereas the condition of the mouths and teeth of neighbouring tribes, who do not follow this practice, can be seen any day in our hospital wards and outpatient departments. If this habit of the Zulus were taught in early childhood and practised throughout life, there would be fewer blind eyes and much less ill-health in the world. I am unable to express an opinion as to the merits of the various kinds of treatment for pyorrhcea that have been mentioned in this discussion, but as long as the protecting barrier is intact, ionization and local measures should be tried. When this barrier has broken down and the eyes are affected by a serious inflammation, which may destroy the sight, it is too late to do anything except to remove the teeth at once. Before the extraction the gums should be carefully cleaned and treated with antiseptics. By doing so the amount of septic material that enters the system through the large raw, unprotected tooth sockets is greatly reduced. Failing this precaution, the eye frequently becomes worse immediately after the extractions. If the sight is to be restored in a recent case of keratitis or of central choroiditis, the affected teeth must come out on the chance that they are the cause, and if the inflammation does not subside then other possible causes must be investigated.
I wish to draw especial attention to the baneful influence that a chronic septic focus frequently exerts upon eyes that have recently been operated upon. The eye often becomes acutely inflamed and remains red for a much longer period than the severity of the operation would warrant, but rapidly quietens down when the exciting cause has been removed. Although no permanent harm usually results, such a compli-cation to the operation as this is to be avoided if possible, and therefore, before I operate on any patient, I always have their mouths examineed and put in order if necessary, and have a search made for other septic foci, should there be any indication for so doing. I have devoted most attention to pyorrhcea because of its frequency in the present day, and consequently its importance to the ophthalmic surgeon. The comparatively small number of my cases attributed to the affections of the alimentary tract shows that either toxaemia from stasis does not affect the eyes so frequently as pyorrhcea, or that the majority of patients with stasis are too ill to trouble about their sight, and when they are cured the eyes have recovered. That the alimentary tract is capable of producing central choroiditis is almost certain, if one may judge by the effect produced by removing the appendix.
A Dominion surgeon brought his young wife for rapid loss of central vision in one eye; with it she could only count fingers. No definite cause for the central choroiditis could be found beyond very slight pyorrhcea, which was very soon cured. Improvement did not take place, and the vision of the second eye began to fail from the same affection. In a week it had fallen from A to 5 during which time it had been decided to remove the appendix, which had been acutely inflamed three years before, though now it was pronounced to be quiet.
It was also decided to examine the gall-bladder, large bowel, ovaries and uterus at the operation; they were all found to be healthy, and the appendix was free from adhesions, but had a bulbous end, and on being examined showed evidence of past inflammation. Just over three weeks after the operation, which was performed by Mr. Gordon Taylor, the vision of the first affected eye was 5 and that of the second 5. Four months later the vision of each eye was normal.
The following case illustrates the fact that exposure was the exciting cause, and the predisposing cause had been present without producing any effect for more than two years. This cause consisted in a single septic sinus from a. root abscess.
A physician in good health went for a day's fishing in mid-October, 1908, before beginning his duties as an examiner at the College. When walking home in the evening he felt some discomfort in one eye, and although this got worse he continued for about ten days to read the candidates' papers with the other-*eye. When he came to me at the end of the examination he had a severe iritis with several adhesions; on being asked where was the source of sepsis he said he had a discharge from a molar tooth, which had existed for more than two years, and had followed an abscess at the root. This tooth was removed within twelve hours, the iritis subsided quickly under atropine and hot bathings, and on the ninth day the eye was white and the vision normal. A week ago he told me he had had no further trouble and it was now the better eye. This case illustrates the necessity of examining the mouth oneself or obtaining the opinion of someone who knows what pyorrhcea is, in view of the frequent absence of recognition of the disease.
T. V. B., aged 38, was sent to me by Dr. Bullar, of Southampton, who first saw him in January, 1911, with mutton fat K.P. and vision of 5 in each -eye. As some teeth were in a bad state Dr. Bullar made him go at once to the dentist and have out all about which there seemed any doubt. In February, 1912, when I saw him he could count fingers at 2 ft. with the right eye, and at 1 ft. with the left eye. The vitreous was too hazy for the condition of the fundus to be seen. The tension was raised and the right field of vision contracted at one part up to the fixation point. I sent him to Mr. Turner, who condemned all the teeth on account of bad pyorrhcea. Soon after they had been removed the vision began to improve, and to-day the right sees 5, Sn. 1P5, and the left W and Sn. 0 5. The tension is normal and the vitreous steadily clearing.
This case illustrates the rapid recovery from a long-standing and ,severe inflammation by removirng the teeth, and the recurrence of the inflammation when the gum was damaged by the spicule of bone.
A gentleman, aged 52, who had been sent to Harrogate after six months' treatment for a badly inflamed eye, came to see me at Mr. E. S. Steward's suggestion. I agreed with Mr. Steward that the inflammation was due to sepsis from pyorrhbea and that the treatment of the mouth should be continued. After leaving Harrogate the patient was given an unfavourable opinion as to his chance of regaining any useful sight. He came to me the same day with a badly inflamed eye that could count fingers at 3 ft. only. The sclerotic, cornea, iris, and ciliary body were inflamed and the vitreous hazy. His remaining teeth, which were all very ioul and septic, were removed two at a time, a plan insisted upon by his dentist. The inflammation began to subside as the teeth were removed, and two days after the last ones came out the eye was free from injection, and he went home assured by me that the inflammation would not return; but at the end of a fortnight the eye was again very red and at the same time a spicule of bone came through the .*gum. The loose piece of bone was pulled out, next day the eye was white again, and ten weeks after the first teeth were removed the vision was normal.
This patient had a chronic predisposing cause and the fatigue of manoeuvres was a sufficient exciting cause. It was an early case and -the recovery was miost striking.
A Yeomanry officer, who thought he was in good health, though he had not felt well after breakfast for about a month, whilst out in camp with his troop noticed, two days before, a brown stain on the newspaper; he had read the paper earlier that morning without noticing anything unusual. On covering one eye there was a blur, the size of a shilling, involving the fixation -point. He consulted Mr. Frank G. Thomas, of Swansea, who found a small patch of recent central choroiditis, but could not discover a cause, and sent him to me for my opinion. I found the vision of the bad eye to be W slowly and Sn. 037, the good eye seeing A and Sn. 025. In the affected yellow spot there was a small patch of choroidal disturbance. Five days later he no longer saw the brown mist, the vision had improved to ' slowly, and he was feeling better. In the interval his mouth had been cleaned by removing three septic roots and treating the pyorrhoea.
A case to illustrate the rapid recovery after treating the cause.
Such a case was that of Mr. McL., a gentleman with one eye blind from secondary glaucoma after dysentery in India many years before. The vision with correcting glasses was 4 and Sn. 025 in the other eye, which appeared to be quite healthy, on the two occasions four and a half years apart, when I ordered a change of glasses. At the third visit he complained of seeing a blur near the fixation point; the vision was reduced to letters of 5 and Sn. 0 5 slowly, by a small patch of recent choroiditis, just below the macula. He was edentulous, but his plates were foul. Nothing else was found amiss, no -diarrhoea, no remains of dysentery, but his normal looking and smelling urine contained staphylococci, streptococci, and Bacillus coli communis. He was put on a course of autogenous vaccine; within two weeks his sight had improved to letters of (, the blur went a few days later, and within seven weeks the vision was again ', Sn. 0-25, and where the patch of choroiditis had been there was some disturbance of the uveal pigment. This case illustrates the length of time an untreated cause may continue to produce recurring attacks.
In conclusion, I regret I have had to travel beyond the strict limits; of the matter set down for discussion, but I hope I have made it clear why the ophthalmic surgeon cannot limit his inquiries to the alimentary tract if he is to rid the patient of the inflammation that is affecting the eye. How dependent he is upon the physician, the general surgeon and his confreres, the other specialists, is obvious. As an ophthalmic surgeon I can look forward full of hope to a future when these serious eye affections will cease to occur, because the physician has taught mothers. how to feed children properly, the children how to eat properly, and the dental surgeon has impressed upon the population at large theimportance of proper mastication and the hygiene of the mouth.
Dr. DAVID SOMMERVILLE: In my remarks to-day I shall confine myself to a brief consideration of one type of alimentary toxaemia with which I have had some acquaintance during the past dozen years. It is known that when certain individuals of middle age or over consume excessive quantities of proteins-i.e., larger quantities than they can assimilate and finally oxidize-a more or less definite set of symptomsappears, characterized by headache, drowsiness, lassitude, and irritability. Such symptoms are accompanied by abnormal physical and chemical changes in the urine, by physical, chemical, and bacteriological changes in the faeces, and by increased arterial tension. The urine of such a patient is more toxic to animals than normal urine; its surface tension is lowered; it contains increased quantities of indol, indol-acetic acid, phenol, skatol, and aromatic oxyacids-all products of intestinal putre-faction. The ratio of ethereal to preformed sulphates is increased. The ratio of ethereal sulphates to total nitrogen is increased. It is. known that chlorides, phosphates, sulphates, &c., raise the surface tension of urine; that other bodies, such as urea, sugar, and albumin, atct indifferently, whilst aromatic compounds and certain fatty acids, depress it. The curve of surface tension runs parallel with the curve of aromatic constituents. The quantity of urine is variable; frequently itis less than normal. The specific gravity is variable; not infrequently it is less than normal. The feeces may be solid and dry or diarrhceicr or alternate between constipation and diarrheea. The odour may be highly offensive. Undigested proteins, fats, and carbohydrates are present in varying quantities. A carefully prepared 10 per cent. suspension in normal saline examined microscopically by Gram's method yields a field in which the dominant organisms are Bacillus arogenes capsulatus and Bacillus putrificus; whereas a corresponding prepara-
